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This report is the result of an unannounced
Abbreviated Standard Survey conducted onsite at
Messenger House Care Center 9/10/12. The
sample included 5 current residents out of a Disclaimer
census of 71. ‘ I '
The following are complaints investigated as part — ' o
of this survey; ' The following written
allegation o
42867061 _ ('] ! f compiiance |
Is intended to meet the
requirements for a plan
of correction under state
and fédextrl kni and Is
The survey was conducted by hot an admission that
RN, N the survey findings are
_' ' correct or that they rise
to the jevel of ‘
The surveyor is from:  deficlencies under
’ : ‘ : applicable fow, |
Deparlment of Social and Health Services : ‘
Aging and Long Term Support Administration
Residential Care Services, District 3, Unit A
PO Box 45819 MS: N27-24 '
1 Olympia, Washington, 984604-5819
Telephone; (253) 983-3800
Fax: (253) 589-7240
(I ) P
Residential Care Services Date
IGRATORY omecronymesﬁlswmen REPRES IVE'S SIGNATURE TITLE ! {X6) DATE
iy = ‘ - ) | ‘
_ / Ay //7 W 2P i iR A ‘ P ,/5
' defictancy statgfiant ending with an asterisk (*) derotes a deficien cit the Institutlon may be exeused from correcting providing it Is datermined that
o safeguards pfalide sufficlent protection to the patients. (Sse instn@iShs.) Except for nursing hemes, the fiadings stated abova are disslosable 90 days
wing the daj&d whether or not a plan of correction ls provided. For nursing homes, the above findings and plans of boraction are disclosatls 14
s following the date thase documents ara made avallable to the facility. i deficlencles are clted, an appipved plaf of epprectibn ls requisita to continuad
Jram p. pation, i . . ; ‘
_éw,f £0C __for £TH6S /bl v sid A /-tf- 3
M CMS-2867(02-99) Previous Versions Obsolate © Event ID:48)BH Facility i5: WAD4800 : lf|continuation sheet Page 10f 7

|




a4/ 68

[r—

Aresident has the right to prompt efforts by the
facility to resolve grievances the resident may
have, including those with respect to the behavior
of ather residents.

This REQUIREMENT is not met as evidenced
Based on observations and interviews it was
determined that the facility failed to resolve
grievances of reported low water-temperatures
for Resident # 2. This failure placed residents at
risk of not consistently having hot running water.

Findings include:

Observations of resident room and bathroom
water temperatures on 9/10/13 at 11:32 with the
maintenance director revealed water
temperatures in room fixtures and bathroom
fixtures that were lukewarm to cold.

Resident #2 had a room sink water temperature
of 75.5 degrees F, and a bathroom sink water -
temperature of 94.6 degrees E. -

On-9/0/43 at 3:34 p.m., during an interview,
collaterat contact stated there has not been hot

‘| water in the bathroom nor.in the sink in the room.

Coltateral contact stated it was reporfed to the
nursing assistants and the licence nurses in June
2013 and again in July 2013. According to the
collateral cantact, she was told that somelthing
was wrong with the boiler system.

During &n interview on 9/10/13 at 11:11 a.m.,
Resident #2 stated he used only the sink'in his

1 110, The logs include
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Review of the facility’s "dish machine temperature
log" revealed temperatures documented three
times a day for breakfast noon and evening for

the morith of September 2013. The log instructed

staff to send an empty dish rack through the
machine to check temperatures and documented
that same machines require this to be done 3-5
times to meet the standard temperature. '
Further review of the "dish machine temperature
log" revealed eight of 9 days in September 2013,
when the rinse cycle did not reach 180 degrees F.
The bottom of the dish machine temperature log
revealed a comments/action section that was not
completed. :

On 9/10/13 at 12:17 p.m., during an interview, the.
dietary manager Staff B stated f the , -
temperatures do not reach the recommended
temperalure to sanitize the dishes, staff should
write in the comment section of the log. Staff B

i canfirmed that it had not been done, Staff B

stated if the rinse cycle does nol reach the
recommended temperatures there is a bleach
solution that should be used, and stated that the
bleach solution had not heen used when the rinse
cycies did not reach the appropriate temperatures
to sanitize the dishes. ‘ .
483.55(b) ROUTINE/EMERGENCY DENTAL
SERVICESINNFS - ‘

The nursing facility must provide or obtain from
an outside resource, in accordance with
§483.75(h) of this part, routine (to the extent
covered under the State plan); and emergency
dental services to meet the needs of each
resident; must, if necessary, assist the resident In
making appointments; and by arranging for

. F412

transportallon to and from the dentist's office; and’

F 371

F4312

4 referral was mada

for Resident #1 on

. 9/10/13. An appointment was scheduled
with family’s preferred dentist on
' 10/25/13. Family resche&uied the
' appointment for 11/15/13,
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must promptly refer rasidents with lost or
damaged dentures to a dentist,

This REQUIREMENT s not met as evidenced
by: :

Based on observation, interview and record
review it was determined that the facility failed to
assist 1 of 3 residents (Resident #1) obtain an
appointment for follow up dental care. This
failure placed the resident at risk to have
continued toothache.,

Findings .inelude:‘

-dent #1 was admiited to the facility on
13 with muitiple diagnoses to Include -

Review of the record revealed the resident was
seen by Smile Seattle Dentures on 8/7/13 with
physician recommendations to hava x-rays,
evaluation, tooth extraction and new lower
partialg,

On 9/10/13 at 12:40 p.m., obsérvation of
Resident #1's teeth revealed missing and
decaying teeth.

On 9/10/13.at 12:40 p.m., during an interview

| Resident #1 stated every time she eats, her testh

hurt,

On 9/10/13 at 12:33 p.m., during an interview,
Social Services (Staff C) reported she Is .
responsible for coordinating care with the facility
consultants. Staff C stated if the consultants
make recommendations to have care provided

outside of the facility, the information fs given fo

managers of each residents chart, to
determine that all referrals had been

followed up on.

All denta!l recomme

datigns will be

reviewed by the Unit mariagers. The Unit |

|

Mmanagers will initiate appropriate follow

through.
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and recommendations.
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